Results: The following pathway was implemented 53 patients diagnosed with an acute DVT in the ED were reviewed from the 6 months before (n ¼ 23) and after (n ¼ 30) implementation of the pathway. Although no results reached statistical significance, all results were consistent with the hypotheses. After implementation, discharge rates increased from 39.1% (n¼9) to 56.7% (n¼17), (p¼0.271). Discharged patients were more likely to follow up with a provider within 30 days or prior to readmission for DVT-related illness, 64.7% (n¼11) versus 44% (n¼4), (p¼0.419). Post-discharge ED revisits and hospitalizations for a DVT-related illness decreased from 33% (n¼3) to 17.6% (n¼3), (p¼0.628). No deaths were found at 90 days of those discharged from the ED in either group.
Study Objectives: The diagnosis of acute PE in ambulatory patients can be overlooked because of the difficulty in distinguishing milder cases of PE from other more common cardiopulmonary conditions. The prevalence and prognosis of unrecognized PE is poorly understood and has received little research attention. Among patients who were evaluated in person with explicit PE-related complaints in the 14 days prior to their objective diagnosis, we compared those whose diagnosis was initially overlooked (the Delayed Group) with those who were promptly referred to the emergency department (ED) for definitive diagnostic or therapeutic care (the Expedited Group).
Methods: We undertook this multicenter retrospective cohort study across 18 community EDs of an integrated health care delivery system from 01/2013 to 04/2015. Enrollment required continuity of PE-related complaints from a patient's pre-diagnostic to their diagnostic visit, including chest or thoracic back pain, shortness of breath (SOB), hemoptysis, limb pain or swelling, or syncope. If absent chest pain or SOB, the last 3 categories required associated pre-defined abnormalities in vital signs to meet study eligibility. We used administrative and clinical databases combined with structured manual chart review. The PE Severity Index (PESI) was calculated at the diagnostic visit and PESI Classes IV-V were deemed high risk. Clinical outcomes included ED disposition, length of stay (LOS), and 30-day all-cause mortality. Groups were compared using Fisher's exact test for categorical data and the t-test for continuous variables. Only a patient's first pre-diagnostic encounter was included in the analysis.
Results: Among 2,700 patients with acute objectively-confirmed PE, 806 (29.9%) had 1 or more in-person encounters for eligible PE-related complaints in the preceding 2 weeks. Their median age was 64 years (IQR 54-77) and 407 were female (50.1%). Overall, 513 patients (19.0% of the larger cohort) evaluated in the outpatient setting were referred to the ED for definitive care (the Expedited Group) and 293 patients (10.9% of the larger cohort) were seen either in the outpatient setting (n¼200) or ED (n¼93) and were sent home without receiving a PE diagnosis (the Delayed Group). Their diagnostic delay was a median of 5.0 days (IQR 2.0-8.3; range 1-14). The 2 groups did not differ with regards to age, sex, or primary PE-related complaint at their initial visit (Table) . Compared with patients in the Expedited group, those in the Delayed Group had similar high-risk categorization, LOS, ED disposition, and all-cause mortality (Table) .
Conclusions: Delayed diagnosis of PE was common in this multicenter study. Despite the lag time to definitive care, delayed diagnosis of PE was not associated with higher risk scores, greater care needs or significantly worse outcomes. Nevertheless, opportunities exist to improve early detection of acute PE both in the ED and outpatient clinic setting.
Comparison of Electronic Clinical Decision Support for the Diagnosis of Suspected Pulmonary Embolism in Three Health Care Systems
Bledsoe J, Stevens SS, Woller SC, Brown IP, Madsen T, Quinn J, Johnson S, Kelly C, Elliott C, Haug P/Intermountain Healthcare, Murray, UT; Stanford University, Palo Alto, CA; University of Utah Health Sciences Center, Salt Lake City, UT Study Objectives: Clinical decision support (CDS) for the diagnosis of acute pulmonary embolism (PE) has been recommended by multiple professional societies, yet its use remains uncommon. We sought to compare the CTPA positive rate at 4 hospitals where electronic CDS is optional, 1 hospital where eCDS was mandatory, and 1 hospital where eCDS was not available.
Methods: We performed a retrospective cohort study at 6 hospital emergency departments (EDs), 3 academic level 1 trauma centers and 3 large suburban community hospitals with combined visits of 286,096 from January-December 2016. Included patients were age >17, with suspected PE determined by the treating emergency physician. Patients were excluded if age <18, or pregnant at the time of enrollment. eCDS consisted of PE Rule-out Criteria (PERC), Revised Geneva Score (RGS) or Wells score followed by age-adjusted d-dimer when appropriate and was implemented in 5 hospitals electronic medical record; 4 where the use of eCDS was optional and 1 where it was mandatory prior to ordering CTPA. We compared the relative risk and percent relative risk of having a positive CTPA using combined eCDS utilization data from the mandatory use hospital plus the cases where eCDS was used at the 4 optional use hospitals, to the hospital where eCDS was not available and cases where eCDS was not utilized at the optional hospitals.
Results: At the 5 hospitals with eCDS available 1147 CTPA's were performed using the eCDS tools with 184 PE diagnoses for a CTPA positive rate of 16% (95% CI: 14-18%). At the hospitals where eCDS was not used or not available, 4560 CTPA were performed with 302 PE's diagnosed for a CTPA positive rate of
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